The index patient had 2 weeks history of generalized swelling of the body and reduced urine output; poor feeding and intermittent fever and cough of 1 month. She was irritable and tachypnic. She had tachycardia, periorbital puffiness, normal heart sounds, and no murmur. The chest auscultation revealed bilateral scattered crepitation. The liver was enlarged and tender. The hemoglobin was 9.6% g, total white blood cell count was 9600/cmm with neutrophil dominance (65%), and erythrocyte sedimentation rate was 36 mm after 1 st h. The chest X-ray showed cardiothoracic ratio of 0.6, and patchy infiltration mainly involving the left upper zone and right lower zone with right-sided mild pleural effusion [ Figure 1 ]. The Mantoux test and induced sputum cartridge basic nucleic acid amplification test for tuberculosis were negative. Echocardiogram showed infiltrative cardiac mass involving interventricular septum, extending superiorly toward right ventricular outflow without obstructing it. The free wall of right ventricle was bright and echogenic [Figure 2a In view of clinical suspicion of tuberculosis, antitubercular drugs were started empirically with category-1 regimen consisting of 2 months of isoniazid, rifampicin, pyrazinamide, and ethambutol followed by 4 months of isoniazid and rifampicin. Over next 2 weeks period, the child started showing signs of improvement; there was general well-being, and edema disappeared. 
DISCUSSION
Extrapulmonary tuberculosis accounts for 15%-20% of mycobacterial infections. Involvement of the heart is described in <0.5% of a large autopsy series of 14,000 analyzing death due to tuberculosis. Usually, pericardium is affected in cardiac tuberculosis. Myocardial involvement is rare, only 0.3% of the patients dying from cardiac tuberculosis found to have myocardial involvement. [1, 2] Three distinct forms of myocardial tuberculosis are recognized: Diffuse infiltrating, miliary, and nodular. [3] The modes of spread to the myocardium include through lymphatics from mediastinal nodes, directly from the pericardium or through a hematogenous route. Clinically, myocardial tuberculosis can present with features of congestive cardiac failure, rhythm disturbances, left ventricular pseudoaneurysm, and features of the superior vena cava or right ventricular outflow tract obstruction. The echocardiogram is the initial screening tool for any patient with cardiac mass. CT and CMR contribute to an optimal morphologic description and assessment of hemodynamic significance. CMR has more specificity for the characterization and evaluation of cardiac mass. These include a high contrast resolution, unrestricted field of view, and multiplanar imaging capability. The tissue differentiation capability and delayed enhancement effectively help to differentiate among benign and malignant cardiac mass and metastasis. [4, 5] High index of suspicion is required to diagnose myocardial tuberculosis. Histopathological diagnosis may not be possible and feasible. The treatment of myocardial tuberculosis primarily involves antitubercular therapy, and complete clinical and radiological resolution has been well reported in the literature. [6] Resolution with antitubercular treatment can be demonstrated by serial echocardiography. Tuberculosis can be considered in the differential diagnosis of myocardial mass in areas having a high prevalence of tuberculosis.
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